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1,2001 December  Revised:  

STATE PLAN UNDER TITLEX IX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE Pp r o g r a m  
STATE ARKANSAS 

a t t a c h m e n t  3.1-A 
Page 8g 

a m o u n t  DURATION AND SCOPE OF 
PROVIDED SERVICES 

CATEGORICALLY NEEDY 

2 1. Ambulatory prenatal care for pregnant women furnished during a presumptive eligibilityperiod by an eligible 
provider (in accordance with Section 1920of the Act). 

Services are limited to the samebenefit limits as other pregnancy-related services, i.e., outpatient hospital, 
physician, lab and X-ray, etc. 

22. Respiratory care services (in accordance with Section 1902(e)(9)(A) through (C) of the Act). 

1. 	 VentilatorEquipment (i.e., ventilator,suctionpump,oxygenconcentrator, liquid oxygen, liquid 
oxygen walker andreservoir, ventilator supplies and hospital bed) including 24-hour availabilityof 
respiratory therapy and equipment maintenance, with prior authorization. 



December Revised:  

STATE 	PLANUNDER TITLE XIX OF THE SOCIALSECURITY ACT 
MEDICAL ASSISTANCEP p r o g r a m  
STATE ARKANSAS 

a t t a c h m e n t  3.1-B 
Page 5aa 

AMOUNT, DURATION AND SCOPEOF 
PROVIDED SERVICES 1,2001 

MEDICALLY NEEDY 

12. 	 Prescribed drugs, dentures and prosthetic devices: and eyeglasses prescribed by a physician skilled in 
diseases of the eyeor by an optometrist (Continued) 

( 5 )  Durable Medical Equipment (DME) - Services are covered in the recipient's home if prescribed by 

the recipient's physician as medically necessary. Some DME requires prior authorization. DME 

is limited to specific items. Specific DME is listed in Section III of the Prosthetics Provider Manual. 

(6) MedicalSupplies 

Medical supplies are coveredfor eligible Medicaid recipients when determined medically necessary 

and prescribed bya physician. Services are provided in the recipient's home (Home does notinclude 

a long term carefacility.) Supplies are limited to a maximum reimbursement of $250.00 per month, 

per recipient. As medical supplies are also provided to recipients through the Home Health Program, 

the maximum reimbursement of $250.00 per month may be provided through the Prosthetics 

Program, the Home Health Program or a combination of the two. However, a recipient may not 

receive more than $250.00 in supplies whether received through either of the two programs or a 

combination of the two unless an extension has been granted. Extensions will be considered for 

recipients under age21 in the Child Health Services (EPSDT) Program if documentation verifies 

medical necessity. The provider must request an extension of the established benefit limit. 



December 

STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 
m e d i c a l  ASSISTANCE P p r o g r a m  
STATE ARKANSAS 

a t t a c h m e n t  3.1-B 
Page8aa 

AMOUNT, DURATION AND SCOPE OF 

SERVICES I,  2001
Revised: PROVIDED 

MEDICALLY NEEDY 

22. Respiratory care services (in accordance with Section 1902(e)(9)(A) through (C) of the Act). 

1. 	 VentilatorEquipment(Le.,ventilator,suctionpump,oxygenconcentrator,liquidoxygen, liquid 
oxygen walker andreservoir, ventilator supplies and hospitalbed) including 24-hour availabilityof 
respiratory therapy and equipment maintenance, withprior authorization. 



TITLE ACTSTATE PLAN UNDER XIX OF THE SOCIAL SECURITYATTACHMENT 4.19-B 
MEDICAL p r o g r a m  Page I jASSISTANCE 
STATE ARKANSAS 

m e t h o d s  AND STANDARDSFOR ESTABLISHING PAYMENT RATES-
TYPES OTHER OF CARE DecemberRevised: 1,2001 

4.b.EarlyandPeriodicScreening and Diagnosis of IndividualsUnder 21 YearsofAgeandTreatment of 
Conditions Found. (Continued) 

(8) 	 Thefollowingservicesthat are nototherwisecoveredundertheArkansasStatePlan will be 
reimbursed when provided as a result of a Child Health Services (EPSDT) screening/referral 
(Continued): 

b. Appliances ProstheticOrthotic and Devices 

The reimbursement methodology for orthotic appliances and prosthetic devices will be 

based on amountbilled not to exceed the TitleXIX maximum. The Title XIX maximum is 

based on the Medicare Fiscal Year1990 DME fee schedule. 

C. RespiratoryCareServices 

respiratory therapy Services for ventilator-dependent 

Reimbursement is based on the lesser of the provider's actual chargefor the service orthe 

Title XIX (Medicaid) maximum. The TitleXIX maximum was established basedon a 1990 

survey of three Arkansas durable medical companies who employ respiratory therapists. 

The rate was establishedby using the median rate obtained by the DME companies. 

Effective for claims with dates of service on or after July 1, 1992, the Title XI?< maximum 

rate was decreased by 20%. 



STATE PLAN UNDER TITLEXIX OF THE SOCIALSECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE a r k a n s a s  

a t t a c h m e n t  4.19-B 
Page 4c 

m e t h o d s  AND s t a n d a r d s  FOR ESTABLISHING PAYMENT RATES -

OTHER TYPES OF CARE Revised: December 1,2001 


12. 	 Prescribeddrugs,dentures,andprostheticdevices;andeyeglassesprescribedby a physicianskilled in 
diseases of the eyeor by an optometrist (Continued) 

RESERVED 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE p r o g r a m  
STATE ARKANSAS 

a t t a c h m e n t  4.19-B 
Page 7i 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-
TYPES OTHER OF CARE Revised: December 1,2001 

2 1. Ambulatory prenatal care for pregnant women furnished during a presumptive eligibility period by a 
qualified provider (in accordance with section 1920 of the Act.) 

22. Respiratory care services (in accordance with section 1920(e)(9)(A) through (C) of the Act). 

1. 	 See reimbursementmethodology for respiratory therapyservicesforventilator-dependent 
recipients under age21 on Attachment 4.19-B, Page lj. 

2. 	 Ventilator equipment - Reimbursement is based on the lower of the amount billed or the Title XIX 
maximum charge allowed. 

The TitleXIX maximum isbased on the following: 

(a) The positive pressure ventilator and accessories are based on the LP-6 manufacturer's price 
(Aequitron Medical - October 1, 1986)for newequipmentand 75% of the LP-6 
manufacturer's price (Aequitron Medical - October 1, 1986) for used equipment. 

(b) 	 The suction pump is based on Medicare's rate in effect in August 1987 for new equipment. 
Used equipment is based on75% of Medicare's rate. 

(c) The negative pressure ventilator and accessories are based on the manufacturer's price plus 
10% forthemaintenance,delivery,setup,emergencycall?24/hr/day 7 day/week 
availability. 

(d) 	 The oxygenconcentrator,liquidoxygen,liquidoxygenwalkerandreservoir,hospital bed 
and nebulizer are based on theDME Fiscal Year 198 1 Medicare median. 

(e)Theventilator suppliesarebasedon the manufacturer'sprice. 

Thereimbursement methodologyincludesaprovisionforautomaticadjustmentsbased on 
fluctuations in the economy. 



DEPARTMEWOF HEALTH& HUMANSERVICES 
Centersfor Medicare& Medicaid Services 

Calvin G Cline 
Associate Regional Administtator, Medicaid andState Operations 

1301Young street Room 827 
Dallas,Texas 75202 

Phone (214) 767-6301 
Fax (214) 7674270 

December 20,200 1 

Our Reference: SPA-AR-01-391-39 

Mr. Ray Hanley Director 

Division of Medical Services-Slot 1103 

Arkansas Departmentof Human Services 

Post Office BoxI437 

Little Rock, Arkansas 72203- 1437 


Dear Mr. Hanley 

We have enclosed a copy of HCFA- 179, Transmittal Number01-39, dated December3, 2001. This 
amendment moves ventilator equipment from the prosthetics devices category to the respiratory care 
services category. 

We have approved the amendment for incorporation into the official Arkansas State Plan effective 
December 1,2001. If you have any questions, please call Bill Brooks at (214) 767-446I .  

Sincerely, 

u ~ 	 AssociateRegionalAdministrator 
Division of Medicaid and State Operations 

Enclosure 

cc: Weisman, CMSOElliott 


